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des cas particuliers posant des problèmes de diagnostic [2]. Son traitement
actuel est basé sur les bisphosphonates et la rééducation [3,4].
Au cours de l’algodystrophie, l’atteinte des membres inférieurs est la plus
fréquente et les causes traumatiques sont prédominantes.
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Introduction.– Le syndrome de Guillain-Barré (SGB) = polyradiculonévrite
inflammatoire aiguë primitive avec démyélinisation segmentaire multifocale
d’origine auto-immune et de diagnostic clinique. Le pronostic vital et
fonctionnel peut être mis en jeu à court et à moyen terme.
Objectif .– Évaluer, un an après la maladie, le :
– devenir fonctionnel par la mesure d’indépendance fonctionnelle (MIF) ;
– devenir sociofamilial et professionnel par mesure de la qualité de vie (SF 36).
Patients et méthodes.– Étude rétrospective portant sur 19 patients atteints de
SGB, qui ont été pris en charge et suivis au service de MPR au CHU Ibn Rochd
de Casablanca.
Résultats.– Sur 19 cas, 12 patients étaient de sexe masculin, l’âge moyen était de
32,7 ans.
Sur le plan neurologique, tous les patients, à l’admission, avaient une
tétraparésie.
Les éléments de mauvais pronostic retrouvés dans notre série :
– nécessité d’une ventilation assistée chez 2 patients ;
– durée de la phase d’installation inférieure à 7 jours chez 6 malades ;
– atteinte axonale précoce à l’EMG dans 11 cas.
L’évolution, un an après l’installation de la maladie, était favorable dans la
majorité des cas :
– la moyenne de la MIF a passé de 67,8 à 105,3/126 ;
– concernant la reprise des activités quotidiennes et professionnelles,
9 patients parmi les 11 initialement en activité professionnelle ont repris
l’exercice de leurs professions, un patient a pu bénéficier d’un reclassement
professionnel ;
– la qualité de vie, mesurée avec le questionnaire SF-36, a été améliorée dans
toutes les dimensions chez tous les patients.
Discussion/Conclusion.– Le SGB est la forme la plus fréquente des
polyradiculonévrites aiguës, pathologie grave engageant initialement le
pronostic vital et secondairement le pronostic fonctionnel avec des séquelles
fonctionnelles résiduelles pouvant parfois persister et gêner les activités
quotidiennes et professionnelles des patients d’où la nécessité d’une prise en
charge multidisciplinaire précoce.
Le traitement ne devrait pas être uniquement destiné à améliorer l’invalidité des
patients mais aussi à limiter l’impact de la maladie sur leur vie sociale.
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Introduction.– Passive rehabilitation after repair of the rupture of the rotator cuff
allows the shoulder functional recovery by promoting tendon healing.
The objective of our study is to justify the interest of this type of rehabilitation
during the first 45 days following the recommendations postoperative
admission in SSR of HAS, SOFMER and criteria of social security.
Patients and methods.– Ten active patients were followed from January to
September 2012, average age is 61 years. The open surgery interests six
patients. They all received an immediate passive rehabilitation with a
physiotherapist and an occupational therapist. Outside the therapy sessions,
the patient performs exercises automobilization. Rehabilitation is associated
with immobilization by abduction orthosis.
A clinical evaluation was performed at D45 postoperatively.
Results.– Rehabilitation has:
– to decrease the shoulder pain; passage of the VAS average from 3.2 to 2.2/10;
– restore total passive mobility of the shoulder in the angular sectors authorized
by the surgeon, total passive inflexion average increased from 988 to 1178 and
total passive abduction average increased from 918 to 108.58;
– monitoring for possible complications secondary. No complications observed
in our patients.
Discussion.– Our results suggest that early passive rehabilitation should be
allowed because the functional recovery is better. The strict immobilization was
not demonstrated its superiority in other studies [1].
Passive rehabilitation period was shorter in other study, evaluated at 30 days
with a good result on healing, sonographically.
On the other hand, many authors have shown the beneficial effect of adding
continuous passive motion to a standard protocol of passive rehabilitation:
short-term recovery of joint range of motion was statistically better, but the
difference did not persist after 1 year of follow-up [2].
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Introduction.– Incidence of urinary retention after hip or knee arthroplasty has
been evaluated between 20% and 47% in literature review [1]. After lumbar
decompression, urinary retention is increased [2]. Screening and management
of bladder dysfunction are indicated to limit infectious risk.
Material and methods.– Systematic screening of urinary retention has been
done in consecutive patients after orthopaedic surgery hospitalised in our
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rehabilitation unit from January to June 2012: men older than 70 y.o after hip
arthroplasty, all patients after spinal surgery, and patients with urinary
symptoms.
Results.– Screening concerned 18% of hospitalised patients in our unit. Thirty-
six percent of evaluated patients had a urinary retention: 40% if men older than
70 after hip arthroplasty, 30.76% of patients after spinal surgery. Fifty percent of
patients with retention had a positive urinary bacteriologic exam.
Discussion and conclusion.– Prevalence of urinary retention after orthopaedic
surgery and infectious risk.
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Introduction.– Patellar tendon (PT) rupture after anterior cruciate ligament
(ACL) reconstruction with a bone-patellar tendon-bone (BPTB) graft harvest is
a rare complication (0.24%) [1]. It requires surgical repair to restore continuity
of the extensor mechanism.
Observation.– A 20-year athlete suffers from an ACL rupture (soccer injury).
An ACL reconstruction with BPTB graft harvest is performed. Then, the patient
attends a rehabilitation program. Both objective and subjective results are
excellent at the end of the treatment. One year after the ACL reconstruction, the
patient starts again playing football. However, 15 months after ligament
reconstruction occurs a patellar tendinopathy treated over several months.
Outcome see finally favourable but with anterior knee pain during strenuous
sport activities. Two and a half years after the reconstruction occurs a patellar
tendon proximal rupture with a slip and fall mechanism of injury. The rupture
was treated with tendon suture and cable. The cable is removed 4 months later.
Persistent loss of strength and anterior knee pain justify an extensive
rehabilitation. Outcome concerning pain is finally favourable. Two years after
the tendon suture, the isokinetic tests show no more significant deficit (lower
than 10%).
Discussion.– Patellar rupture is a rare complication. It often happens quite
early after graft harvest (mean time 18.7 days) but it also may come later as
here. The mechanism of injury usually occurs on wet ground. Rupture is almost
always complete and requires surgical intervention. Few partial tears are
described and may be treated non operatively. Despite early loss of knee
flexion and quadriceps muscle strength, the long-term outcomes after PT
rupture are positive but rehabilitation process is long (often > 1 year). Using
routine bracing after ACL reconstruction with BPTB is not recommended
because of the rare nature of these injuries and the increased likelihood of
developing knee stiffness. This clinical presentation highlights the importance
of a close monitoring in case of on-going anterior pain after BPTB
reconstruction.
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Introduction.– The compression of the ulnar nerve is the second compressive
neuropathy after carpal tunnel syndrome.
The most common site of compression is elbow, but compressions are described
all along its path in particular at the Guyon’s canal. The etiology of idiopathic
compressions is usually at the elbow as opposed to Guyon’s canal where we find
frequently extrinsic or intrinsic compression agent.
We report a rare case of ulnar nerve compression at the wrist by an anatomical
variation of the flexor carpi ulnaris.
Observation.– It is a 40 years old woman, right-handed, who consulted for
tingling and paraesthesia at the territory of the ulnar nerve. At the clinical
examination the patient has a decreased sensitivity and motricity of the ulnar
nerve with the presence of an elongated mass of ulnar border of the wrist the
ultrasound showed muscle hypertrophy that was confirmed by MRI, EMG
also confirmed a lengthening of sensory conduction of the ulnar nerve at this
region.
Discussion/Conclusion.– Surgical exploration revealed hypertrophy of flexor
carpi goes down to Guyon’s canal. The intervention consisted of a resection of a
portion of muscle that compresses the ulnar nerve with neurolysis and opening
of Guyon’s canal, with good clinical improvement postoperatively. The ulnar
nerve is rarely compressed at the wrist. This compression is most often and,
unlike carpal tunnel, due to a local cause. Various published series are
unfortunately too often oriented or too short effective to provide a statistically
significant distribution of different etiologies enable encountered.
The case report illustrates the diagnostic traps related to variations and muscle
abnormalities. The contribution of MRI is useful for the diagnosis of anomalies
and variations muscle.
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Introduction.– The destructive arthropathy of the ankle is a complication of
hemophilia. After failure of conservative treatment, total ankle arthroplasty has
also become a therapeutic option. Among the complications associated with this
type of intervention, a fracture can occur in about 2% of cases [1]. We present the
first description of a proximal tibia fracture caused by the implanting of a pin of the
ancillary when performing an ankle arthroplasty in a hemophilia type A patient.
Observation.– An hemophilic patient of 51 years old, already carrying a total
right knee arthroplasty is also operated for a total right ankle arthroplasty. The
intervention is complicated by a fracture of Chaput tubercle which is fixed eight
days after the first operation. Progressive weight-bearing started at the 6th week.
A month and a half later a spontaneous mechanical pain centered below the right
tibial tuberosity appeared. Radiographs exclude a problem with the knee
prosthesis, but reveal an irregularity of the anterior cortex, 6 cm. below the tibial
tuberosity. A computed tomography shows a transverse fracture of the tibia,
centered on a hole corresponding to a pin of the ancillary put in place for the
ankle arthroplasty. Treatment is conservative. Bone mineral density showed
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